well as a Cox proportional hazard model to calculate hazard ratios (HR) for ketamine. Secondary outcomes included safety events. All enrolled patients received pulse oximetry and end-tidal CO 2 monitoring for >1 hour immediately after ED arrival.
Study Objectives: Magnetocardiography (MCG), a non-invasive diagnostic modality that measures the magnetic field arising from the electrical activity of the heart cycle, has been found to be superior to ECG in detection of myocardial ischemia in patients with acute chest pain. The objective of this pilot study is to evaluate MCG using Cardioflux (MCG-CF), a novel MCG analysis system, in the workup of ED observation unit (EDOU) chest pain patients by comparing MCG-CF with stress testing (ST) and/or coronary angiography (CA) to identify myocardial ischemia.
Methods: This is a prospective pilot study of ED chest pain patients of lowintermediate risk placed in an EDOU between August 2017 and February 2018 evaluated with a resting 90-second MCG-CF in addition to ST and/or CA. The MCG hardware unit is comprised of patient table, sensor plate positioned over the chest, and magnetic shield enclosure. Exclusion criteria include metal in chest area, inability to fit into the unit or complete the scan. A negative MCG-CF is defined as findings correlating to < 50% stenosis and a positive MCG-CF as 50% -69% and 70% stenosis. CA is the gold standard if both ST and CA are performed. Assessment of further diagnostic testing with ST or CA and major adverse cardiac events (MACE) at 30 days after discharge performed via phone as well as hospital electronic medical records.
Results: Of 125 consented patients, 101 underwent MCG-CF and 24 were excluded. Mean age was 56 years, 53.6% were male and 56.5% African American. Of 78 patients with negative MCG-CF, 72 have corresponding negative ST (66) or CA (6), and 6 had positive ST (1) or CA (5). Of 23 patients with a positive MCG-CF, 3 had a corresponding positive CA, and 20 had a negative ST (16) or CA (4). Only 9 patients in the entire cohort were positive for ischemia: ST (1) 0%, 96 .3%] respectively for 70% stenosis. Additionally, 30-day follow-up was completed via review of electronic medical records (covers 3 local hospitals), no patients had ST, CA or MACE post discharge. Phone follow-up was attempted for adverse events however only 25.7% were successfully contacted.
Conclusions: This pilot study of a novel diagnostic test shows a resting 90-second MCG-CF has excellent specificity and NPV especially in patients with critical stenosis. No patients had further cardiac testing or MACE 30-days post discharge. A larger study to better assess accuracy in ruling out significant stenosis/ischemia is needed. Also, given the low prevalence of disease in this study cohort, a larger study that also includes high-risk chest pain patients is needed to better assess the accuracy of MCG-CF in detecting cardiac ischemia and could assess whether MCG-CF is superior to ST and would therefore be a faster non-invasive diagnostic modality in the evaluation of ED patients with chest pain.
would increase the ED discharge rate and shorten ED length of stay for admitted patients.
Methods: We performed a before and after study assessing the disposition of all patients > 35 years old who all patients presenting with chest pain or tightness to 2 hospitals who received a troponin in the ED. Prior to transition to the Roche 5 th generation troponin T (hsTnT), we conducted 2 town halls, in-services with EM, cardiology, emergency medicine and distributed a slide set to all providers. Expert physician advice was also made available to facilitate decisionmaking on an as needed basis. We used a 0-and 2-hour sampling strategy (unless the first value was <6 ng/L) and used cut-points of 19 and 53ng/L to define "ruled out" or "consistent with AMI." Indeterminate values were to be repeated every 2 hours, with rules for delta values provided to the treating care team. Data were collected for 1 year prior to and 2 months after transition to hsTnT. Our main outcome was disposition decision from the ED. Secondary outcome was time from presentation to admission/observation decision (out of concern that more discharges might result in longer ED stays). We present comparisons with 95% confidence intervals (CI) and standard statistical testing.
Results: There were 5,234 presentations from 4,295 patients during the preperiod, and 831 presentations from 769 patients in the after period that met study criteria. They were similar with respect to age groups (73.8% versus 75.6% ages 36-64 respectively, p¼0.27), and race (39% white versus 41% white, p¼0.29), but the pre period had fewer males (51% male versus 54 % male, p¼0.02). Compared to the pre-period, after hsTnT conversion, the discharge rate increased (58.7% [55.3-62 .2%] v 45.2% [43.8-46 .6%] ; p<0.001) without a change in the median time to disposition decision for admitted/obs patients (199.75 min [192.2-207.7] Conclusions: The transition hsTnT resulted in an increased number of patients being discharged without increasing the time to admission/obs decision. Study Objectives: The recent school shootings in Parkland, FRL and Santa Fe, TX has revived debate about early flagging of people who exhibit behavior or symptomology associated with violent behavior. People flagged as at risk may be reported to third-parties such as psychiatrists and law enforcement and may temporarily or permanently become ineligible to possess firearms. Different groups of people including teachers, therapists or counselors, family physicians, and emergency physicians could be part of an assessment system to flag individuals. Emergency physicians are unique since they are likely to see patients who are experiencing some kind of crisis. This study will assist in determining if emergency physicians are willing to take a role in gun control legislated intervention.
Methods: This study uses an online survey to collect information from emergency physicians about: 1) basic demographic characteristics 2) physician knowledge of current firearm eligibility laws 3) physician attitudes about reporting patients to third parties 4) physician attitudes about firearm ownership, permitting and related issues 5) physician political leaning and ideology. The survey will sample emergency departments from a selected urban and rural mix nationwide. The average number of emergency physicians varies considerably between rural (w35%) and urban (w65%). Assuming an optimistic 70% response rate from approximately 350 surveyed emergency physicians.
Emergency physicians at these centers will receive both flyers and email to their directors and the individual emergency physician, which will direct physicians to a Qualtrics Web-based survey where they will find the consent information and begin the consent process. They may proceed to the survey if they give consent to participate. Institutional review board approval for online consent was approved for this study.
Results: A power analysis (alpha¼.05; beta¼.80) suggested that recruiting between 242 and 346 participants equally divided between rural and urban areas would be very good at detecting minimally acceptable differences. While not as good, a total sample size ranging between 146 and 194 would still be acceptable from a statistical perspective. The survey is currently distributed to selected sites based on census datadriven demographic factors.
Conclusions: We hope that the results from this survey will prove most useful to better understanding both attitudes and likelihood of emergency physicians to play a role in gun control. Aside from political leanings and pre-survey expectations, this survey will better define whether physicians can be useful and reliable to report patients with mental health to authorities to be sure they do not possess or make future plans for keeping guns out of the hands of mentally unstable individuals.
